Corynebacterium group JK organisms were isolated from lung fluid aspirated with a fine needle from one of four thick-walled cavitary lesions in a 72-year-old female. Cultures and stains for mycobacteria and fungi were negative. The patient was successfully treated with an 8-week course of vancomycin.
Corynebacterium group JK organisms were isolated from lung fluid aspirated with a fine needle from one of four thick-walled cavitary lesions in a 72-year-old female. Cultures and stains for mycobacteria and fungi were negative. The patient was successfully treated with an 8-week course of vancomycin.
Corynebacterium group JK organisms can be found as part of the normal skin flora, having been cultured from inguinal, toe web, axillary, and rectal areas (1) . Hospitalized patients appear to be colonized more frequently (1) . Various reports (1-4) have implicated this organism as a cause of sepsis in granulocytopenic patients, endocarditis following cardiac surgery, pyelonephritis, peritonitis, and meningitis. We report here a case of cavitating pneumonia caused by infection with Corynebacterium group JK organisms in a 77-year-old female with a 4-year history of chronic obstructive pulmonary disease (COPD).
Case report. The patient, a 77-year-old female with a 4-year history of COPD, was transferred to the Red Deer hospital in early April of 1987. She had been hospitalized for 2 weeks before transfer with a deep vein thrombosis in the left leg. Before transfer, a chest radiograph revealed a cavitary lesion in the left lung. On examination in Red Deer she complained of a marked increase in cough, sputum production, and dyspnea over the previous 2 weeks. There was no evidence of hemoptysis and no history of fever or chills. Laboratory examination at that time included a complete blood count and electrolytes, which were found to be within normal limits; however, she had slightly elevated urea and creatinine levels. Initial chest radiographs showed the presence of three distinct thick-walled cavitating lesions without air fluid levels in the left lung. These are evident in Fig. 1A (not the initial radiograph). A fourth lesion developed in the right lung and is evident in Fig. 1B , a radiograph taken 2 weeks after admission and 1 week after that shown in Fig. 1A . Mantoux testing was negative. Sputum samples were cultured for mycobacteria, fungi, and routine microbiology. Because of the location and appearance of the lesions, a diagnosis of mycobacterial disease was included in the differential diagnosis. Sputum studied cytologically showed no evidence of malignancy.
The patient was started on cephalexin (Keflex) orally, 500 mg four times per day. Chest films done 1 week later showed a fourth lesion developing in the right lung ( Fig. 1A and B) . Routine cultures were negative, and stains for mycobacteria showed no evidence of acid-fast bacilli.
Fine-needle aspiration of a single cavity was attempted to obtain a definitive diagnosis. This cavity is evident on the computerized tomography scan shown in Fig. 2, which The specimen was plated to blood agar, chocolate agar, MacConkey agar, and a cooked meat broth incubated aerobically as well as an anaerobic blood and KV agar. Under anaerobic conditions, there was no growth. Under aerobic conditions, the specimen yielded a pure growth initially identified as a diphtheroid bacillus susceptible to vancomycin, gentamicin, and chloramphenicol but resistant to ampicillin, penicillin, erythromycin, and co-trimoxazole by disk diffusion.
The organism was submitted to the Provincial Laboratory of Public Health, Edmonton, Alberta, Canada, for identification. It was identified as Corynebacterium group JK ( Table 1 ). The patient was treated with an 8-week course of vancomycin, with eventual resolution and scarring.
Discussion. This report demonstrates Corynebacterium group JK organisms as a cause of cavitating lung disease in 
